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! i DEFICIENCY)
_: Ir !
K147 _' NFPA 101 LIFE SAFETY CODE STANDARD K147
§8=D i
 Electrical wiring and equipment is in accordance | K147 | Completi
“with NFPA 70, National Electrical Code. 9.1.2 | : Date
| 1. The exposed wires were | 7/17/13
! J repaired on 7/10/13 by the
This STANDARD is not met as evidenced by: f Director of Maintenance. The
Based on observations, it was determined the - / lens covers were replaced on |
| faciiity failed to maintain the electrical equipment. : i 7/17/13 by the Director of |
| | | i |
| The findings included: | Maintenance. ;
f i . . '
1. 0n 7/8/13 at 10:35 AM observations within the | ; 2. Areview of the electrical
dietary area revealed four fluorescent light | | services in the building by the
fixtures had broken lens covers. : | Director of Maintenance was
2. On 7/8/13 at 10:43 AM observation within the conducted on 7/10/13 to .
food storage room in the dietary area revealed ; identify any other areas o
| exposed wires not concealed in a junction box, | deficiencies.
| .
These findings were acknowledged by the ‘ 3. The maintenance department
! Administrator and verified by the Maintenance . :
. Director during the exit interview on 7/8/13. ! was m.serwced on 7615”3
, regarding proper maintenance
i | of the electrical systems by
| the Administrator, ;
: 4, The maintenance director wili
i examine the electrical systems
i weekly for four weeks and
: then monthly thereafter to
ensure that they are in proper
| working order. All results will
: be reported to the Quality |
: : Assurance committee :
! ; |
i | :
| i | !
LABORATORY®/RECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X0) DATE
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Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of cerrection is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. if deficiencias are cited, an approved plan of corraction is requisite to continued

program participation.
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